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A growing body of literature in vascular surgery demonstrates disparities in the type of health care that racial/ethnic
minorities receive in the United States. Numerous recommendations, including those of the Institute of Medicine, have
been set forth, which identify increasing the number of minority health professionals as a key strategy to eliminating
health disparities. The purpose of this study is to compare the racial/ethnic distribution of the Society for Vascular
Surgery (SVS) membership, the SVS leadership, vascular surgery trainees, and medical students. The results demonstrate
that the racial/ethnic distribution of the SVS membership reflects a considerable lack of diversity with a paucity of
diversity among the SVS leadership. An increasing rate of racial/ethnic diversity among vascular surgery trainees may
indicate that the SVS will see an improvement in diversity in the future. ( J Vasc Surg 2012;56:1710-6.)
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hIn order to address disparities in the type and quality of
health care that racial/ethnic minorities receive in the
United States, Congress requested an Institute of Medicine
(IOM) study in 1999. As part of the study, the IOM
reviewed over 100 studies that assessed the quality of health
care for various racial and ethnic minority groups.1 All of
the studies were adjusted for insurance status, patient in-
come, and other access-related factors. Many of the studies
also controlled for racial differences in the severity or stage
of disease progression, the presence of comorbid illnesses,
where care is received (eg, public or private hospitals and
health systems), age, and sex. The meta-analysis found that,
even among the better-controlled studies, the vast majority
indicated that minorities are less likely than whites to re-
ceive needed services, including clinically necessary proce-
dures. Racial and ethnic disparities in outcomes exist in a
number of disease areas, including cardiovascular disease,
and are found across a range of procedures. The issue of
racial and ethnic disparities in outcomes is only going to
become increasingly prominent in health care, given that
the 2010 US Census showed that over 25% of the US
population is nonwhite.2
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1710The Institute of Medicine recommends that increasing
he number of minority health professionals be a key strat-
gy to eliminating health disparities. The Sullivan Commis-
ion, which was formed to gather data and make recom-
endations about how to achieve diversity in the health
rofessions, further emphasizes the importance of strong
eadership to attain the goal of diversity.3 In light of these
ecommendations, the Society for Vascular Surgery (SVS)
iversity and Inclusion Committee undertook this study of
he racial/ethnic distribution of the SVS membership, the
VS leadership, vascular surgery trainees, and medical stu-
ents. The purpose of this study is to characterize the
acial/ethnic composition of the SVS membership and
eadership and to evaluate the status of the SVS’s effort to
ncrease the number of minority vascular surgeons.
ETHODS
A voluntary demographic survey is conducted yearly of
he SVS membership (Fig). New members as well as mem-
ers who have not responded in the past are surveyed.
he survey is administered electronically online through
urveyMonkey. There are seven categories of SVS mem-
ership: candidate, active, international, associate, affiliate,
enior, and honorary. Candidate members are physicians
ho are currently enrolled or accepted into an accredited
ascular surgery residency training program or vascular
urgeons who have been in practice less than 3 years. Active
embers are attending physicians who have demonstrated
n active interest and excellence in the field of vascular
isease. International members are physicians who reside
utside North America who otherwise are qualified for
ctive membership. Associate members are nonvascular
urgeon physicians, including podiatrists and scientists,
ho have a demonstrated active interest in the field of
ascular disease. Affiliate members are nonphysicians who
ave a demonstrated active interest in the field of vascular
isease. Senior members are SVS members who have re-
a
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(SVS
JOURNAL OF VASCULAR SURGERY
Volume 56, Number 6 Woo et al 1711tired from the practice of vascular surgery. Honorary mem-
bers are distinguished physicians who have achieved inter-
national prominence in the vascular field. Only candidate,
Fig. Society for Vascular Surgeryactive, and senior members were included in the data tnalysis for this study. Analyses were done using respon-
ents only as the denominator.
Members in leadership positions were identified from
) member demographic survey.he subset of the candidate, active, and senior membership.
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December 20121712 Woo et alThe SVS leadership consists of the Board of Directors, the
Councils, and the Committees (Table I). The Board and
the Councils were combined because of small numbers, for
the purposes of analysis and results were grouped into
Caucasian vs non-Caucasian.
Race/ethnicity data for vascular surgery trainees was
obtained from the Association of American Medical Col-
leges (AAMC). Data were available yearly from 2000
through 2009 for trainees in the traditional 2-year training
programs following completion of general surgery training.
For trainees in the integrated training programs, data were
available from 2007 through 2009. Race/ethnicity data
regarding the total active enrollment of medical students in
the United States in 2010 were obtained from the AAMC.
Data from the AAMC were obtained from voluntary sur-
veys, which allowed individuals to indicate more than one
race/ethnicity. An individual is counted into each race/
Table I. Society for Vascular Surgery (SVS) leadership pos
Board
President Program Chair Society for Clini
Vice President Research Council Chair International So
Specialists
Treasurer Fellows Council Chair Midwestern Vasc
Past President Fellows Council Vice Chair Eastern Vascular
President-Elect Clinical Practice Council Chair Southern Associ
Secretary Education Council Chair Association of P
Vascular Surge
C
Clinical Practice Council Education Council
Com
Appointments Committee Diversity and Inclusion
Committee
No
Audit Committee Document Oversight
Committee
Ou
CLI Performance Goals Work
Group
Executive Committee Po
Clinical Research Committee Finance Committee Pro
Community Practice Advisory
Committee
Health Policy Committee Pro
Comparative Effectiveness
Committee
International Relations
Committee
Pu
C
Conflict of Interest
Committee
Membership Committee Pu
Table II. Racial/ethnic distribution of all respondents
resp AA (% resp) Asian (% resp) Caucasia
Active 1292 28 (2.2) 134 (10.4) 1060
Candidate 138 4 (2.9) 32 (23.2) 77
Senior 227 1 (0.4) 8 (3.5) 211
Total 1657 33 (2) 174 (10.5) 1348
AA, African American; all, overall membership; resp, respondents to ethnicethnicity that they have indicated. rSAS v. 9.2 (Cary, NC) was used to perform all analyses.
he 2 test was used when all values were greater than or
qual to 5. When one or more value was less than 5, the
isher exact test was used.
ESULTS
A total of 3129 SVS members were included in this
tudy: 1890 active, 473 candidate, and 766 senior. Sex
nformation is available for 2681 (85.8%) members. Race/
thnicity information is available for 1657 (53%) members.
The majority of respondents (2505 ([93.4%]) are male
nd the majority of respondents are Caucasian (Table II).
here was a significant difference in the race/ethnicity
istribution of females vs males (P .02) (Table III, A and
). A total of 1550 members responded to the type of
ractice question and 999 (64.4%) respondents are in pri-
ate practice. There was no significant difference in the
s
ectors
scular Surgery Western Vascular Society
of Endovascular American Venous Forum
Surgery Society Peripheral Vascular Surgery Society
ety New England Society for Vascular Surgery
for Vascular Surgery Canadian Society for Vascular Surgery
m Directors in Executive Director
ls
Fellows Council Research Council
ees
ting Committee Quality and Performance Measures
Committee
es Committee Research and Education
Committee
Action Committee Resident and Student Outreach
Committee
nal Conduct Committee Vascular Chairs Committee
Committee Women’s Leadership Committee
nd Professional Outreach
ittee
Young Surgeons Advisory
Committee
ions Committee
resp) Hispanic (% resp) Other (% resp) No answer (% all)
42 (3.3) 28 (2.2) 598 (31.6)
) 19 (13.8) 6 (4.4) 335 (70.8)
2 (0.9) 5 (2.2) 539 (70.4)
) 63 (3.8) 39 (2.4) 1472 (47)
stion.ition
of Dir
cal Va
ciety
ular
Soci
ation
rogra
ry
ounci
mitt
mina
tcom
litical
fessio
gram
blic a
omm
blicatn (%
(82)
(55.8
(93)
(81.4ace/ethnicity distribution of members in private practice
e
m
T
a
.
b
s
s
A
B
a
y
t
.
y ques
questi
tion an
JOURNAL OF VASCULAR SURGERY
Volume 56, Number 6 Woo et al 1713vs members in an academic practice (Table IV). (Private
practice includes those who practice in a teaching insti-
tution as well as those who do not.) Between 2000 and
2009, there was a significant increase in the percentage
of non-Caucasian vascular surgery fellows (P  .0015)
(Table V). There was a significant difference in the
race/ethnicity distribution of SVS active, candidate and
senior members, and vascular surgery fellows in 2009
(P  .0001). There was also a significant difference
between the SVS active members and vascular surgery
fellows in 2009 (P  .0001).
In 2010, there were 77,761 medical students in the
United States: 5548 (7%) were African American, 17,615
(23%) were Asian/Pacific Islander, 47,525 (61%) were
Caucasian, 6508 (8%) were Hispanic, and 758 (1%) were
Table III. A, Racial/ethnic distribution of female respond
resp AA (% resp) Asian (% resp) Caucasian (
Active 86 3 (3.5) 17 (19.8) 63 (73.
Candidate 22 0 4 (18.2) 14 (63.
Senior 0 0 0 0
Total 108 3 (2.8) 21 (19.4) 77 (71.
AA, African American; resp, female respondents who also answered ethnicit
Table III. B, Racial/ethnic distribution of male responde
resp AA (% resp) Asian (% resp) Caucasian
Active 1139 24 (2) 112 (9.8) 940 (
Candidate 81 2 (2.5) 17 (21) 48 (
Senior 227 1 (0.4) 8 (3.5) 211 (
Total 1447 27 (1.8) 137 (9.5) 1199 (
AA, African American; resp, male respondents who also answered ethnicity
Table IV. Racial/ethnic distribution of respondents by pr
Resp AA (% resp) Asian (% resp)
Academic 543 20 (2.4) 83 (10.1)
Private 993 2 (2.9) 15 (1.6)
Total 1536 22 (2.3) 102 (10.73)
AA, African American; resp, members who responded to practice type ques
Table V. Racial/ethnic distribution of fellow respondents
n AA (%) Asian (%) Cauca
2000 88 2 (2.3) 12 (13.6) 61
2001 103 2 (1.9) 13 (12.6) 66
2002 114 7 (6.1) 16 (14) 77
2003 100 1 (1) 24 (24) 58
2004 106 3 (2.8) 23 (21.7) 58
2005 104 6 (5.8) 30 (28.8) 63
2006 122 5 (4.1) 40 (32.8) 76
2007 115 1 (0.9) 34 (29.6) 85
2008 122 5 (4.1) 38 (31.1) 79
2009 114 10 (8.8) 36 (31.6) 70
AA, African American.other. There was a significant difference between the race/ Tthnicity distribution of SVS active, candidate, and senior
embers and medical students in 2010 (P  .0001).
here was also a significant difference between SVS
ctive members and medical students in 2010 (P 
0001). There was no statistically significant difference
etween vascular surgery fellows in 2009 and medical
tudents in 2010 (P  .07).
Data were available regarding the racial/ethnic compo-
ition of the SVS leadership from 2004 to 2011 (Table VI,
-C). There were more Caucasians on the Councils and
oard than the Committees in every year that data were
vailable. The difference was statistically significant in the
ears 2004-2005 (P .01) and 2009-2010 (P .005). In
he years 2011-2012 (P  .075) and 2010-2011 (P 
063), the difference approached statistical significance.
) Hispanic (% resp) Other (% resp) No answer (% females)
0 3 (3.5) 30 (25.9)
4 (18.2) 0 33 (60)
0 0 5 (1)
4 (3.7) 3 (2.8) 68 (38.6)
tion.
esp) Hispanic (% resp) Other (% resp) No answer (% males)
38 (3.3) 25 (2.2) 437 (27.7)
8 (9.9) 6 (7.4) 88 (52.1)
2 (0.9) 5 (2.2) 533 (70.0)
48 (3.3) 36 (2.5) 1058 (42.2)
on.
e type
Caucasian (% resp) Hispanic (% resp) Other (% resp)
671 (81.9) 27 (3.3) 15 (1.8)
39 (55.7) 8 (11.4) 4 (5.7)
767 (80.7) 36 (3.8) 19 (2)
d ethnicity question.
een 2000 and 2009
(%) Hispanic (%) Other (%) No answer (%)
) 6 (6.8) 1 (1.1) 9 (10.2)
) 3 (2.9) 1 (1) 19 (18.4)
) 2 (1.8) 2 (1.8) 12 (10.5)
5 (5) 1 (1) 13 (13)
) 1 (0.9) 1 (0.9) 23 (21.7)
) 8 (7.7) 5 (4.8) 23 (22.1)
) 8 (6.6) 7 (5.7) 1 (0.8)
) 5 (4.3) 6 (5.2) 3 (2.6)
) 17 (13.9) 10 (8.2) 4 (3.3)
) 13 (11.4) 5 (4.4) 2 (1.8)ents
% resp
3)
3)
3)nts
(% r
82.6)
59.3)
93)
82.9)acticbetw
sian
(69.3
(64.1
(67.5
(58)
(54.7
(60.6
(62.3
(73.9
(64.8
(61.4he difference between the totals of the Councils and
B
7
D
l
r
i
H
e
i
O
c
Percentage is of all respondents.
bPercentage is of total n.
Percentage is of all respondents.
bPercentage is of total n.
Percentage is of all respondents.
bPercentage is of total n.
aPercentage is of respondents.
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-year period was highly statistically significant (Table VII).
ISCUSSION
There is abundant evidence in the vascular surgery
iterature that outcomes of vascular surgery patients vary by
ace and ethnicity.4-8 With the US Census Bureau project-
ng that by 2050, 53% of the population will be non-
ispanic white,2 it is imperative that these discrepancies be
liminated. As such, the SVS has been charged with achiev-
ng cultural competence among vascular surgeons.9
There are many definitions of cultural competency.
ne of the first and most comprehensive definitions of
Surgery (SVS) board members from 2004-2012
-2009
%)
2007-2008
(%)
2006-2007
(%)
2005-2006
(%)
2004-2005
(%)
4 24 24 22 23
93.3) 15 (93.8) 18 (97.4) 15 (100) 17 (100)
0 0 0 0 0
6.7) 1 (6.3) 0 0 0
0 0 1 (5.3) 0 0
0 0 0 0 0
37.5) 8 (33.3) 5 (20.8) 7 (31.8) 6 (26.1)
Surgery (SVS) council members from 2004-2012
-2009
%)
2007-2008
(%)
2006-2007
(%)
2005-2006
(%)
2004-2005
(%)
5 22 23 25 27
91.3) 17 (94.4) 17 (94.4) 19 (95) 21 (100)
4.4) 0 0 0 0
0 0 0 0 0
0 0 1 (5.6) 1 (5) 0
4.4) 1 (5.6) 0 0 0
8) 4 (18.2) 5 (21.74) 5 (20) 6 (22.2)
s from 2004-2012
-2009
%)
2007-2008
(%)
2006-2007
(%)
2005-2006
(%)
2004-2005
(%)
63 181 131 147 132
(90.8) 125 (82.3) 89 (85.6) 114 (90.5) 88 (86.3)
(0.8) 2 (1.4) 2 (1.9) 1 (0.8) 1 (1)
(1.5) 1 (0.7) 1 (1) 2 (1.6) 2 (2)
(5.3) 9 (6.4) 8 (7.7) 6 (4.8) 9 (8.8)
(1.5) 3 (2.1) 4 (3.9) 3 (2.4) 2 (2)
(19.6) 41 (22.7) 27 (20.6) 21 (14.3) 30 (22.7)Table VI. A, Racial/ethnic distribution of Society for Vascular
2011-2012
(%)
2010-2011
(%)
2009-2010
(%)
2008
(
N 24 24 24 2
Caucasiana 15 (88.2) 17 (89.5) 15 (100) 14 (
African Americana 0 0 0
Hispanica 0 0 0 1 (
Asiana 1 (5.9) 1 (5.3) 0
Othera 1 (5.9) 1 (5.3) 0
Unknownb 7 (29.2) 5 (20.8) 9 (37.5) 9 (
aTable VI. B, Racial/ethnic distribution of Society for Vascular
2011-2012
(%)
2010-2011
(%)
2009-2010
(%)
2008
(
N 15 21 20 2
Caucasiana 10 (100) 17 (94.4) 16 (100) 21 (
African Americana 0 0 0 1 (
Hispanica 0 0 0
Asiana 1 (5.9) 1 (5.6) 0
Othera 1 (5.9) 0 0 1 (
Unknownb 7 (29.2) 3 (14.3) 4 (20) 2 (
aTable VI. C, Racial/ethnic distribution of committee member
2011-2012
(%)
2010-2011
(%)
2009-2010
(%)
2008
(
N 197 174 158 1
Caucasiana 122 (75.8) 111 (78.2) 105 (80.8) 119
African Americana 3 (1.9) 5 (3.5) 4 (3.1) 1
Hispanica 5 (3.1) 4 (2.8) 4 (3.1) 2
Asiana 23 (14.3) 18 (12.7) 13 (10) 7
Othera 8 (5) 4 (2.8) 4 (3.1) 2
Unknownb 36 (18.3) 32 (18.4) 28 (17.7) 32
aTable VII. Prevalence of Caucasian committee members
and council and board members from 2004-2012
Year
Committees
Caucasian (%)a
Councils  Board
Caucasian (%)a P value
2011-2012 122 (75.8) 25 (92.6) .075
2010-2011 111 (78.2) 34 (91.9) .063
2009-2010 105 (80.8) 31 (100) .005
2008-2009 119 (90.8) 35 (92.1) 1
2007-2008 125 (89.3) 32 (94.1) .53
2006-2007 89 (85.6) 35 (94.6) .24
2005-2006 114 (90.5) 34 (97.1) .30
2004-2005 88 (86.3) 38 (100) .01
Total 873 (84.3) 264 (95.3) .0001ultural competence was proposed by Cross: “A set of
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gether in a system, agency, or among professionals and
enable that system, agency, or those professions to work
effectively in cross-cultural situations.”10 One of the essen-
tial elements that Cross identified as contributing to an
organization’s ability to become more culturally competent
is valuing diversity.10
The value of diversity in health care providers and its
potential impact on reducing disparities in outcomes has
been demonstrated in a variety of areas. Minority physicians
are significantly more likely to serve a minority population,
even after adjustment for physician specialty, practice set-
ting, and practice location.11 African American and His-
panic physicians are also significantly more likely than their
white counterparts to practice in communities with high
proportions of African American and Hispanic popula-
tion.12 Furthermore, patient satisfaction with physician
performance among African Americans who are treated by
an African American physician is higher than that of an
African American patient who is treated by a nonminority
physician.13 Patients with a racially/ethnically concordant
physician also report greater satisfaction that they partici-
pated in the health care decision-making process.14
The racial/ethnic distribution of the SVS membership
reflects a considerable lack of diversity. Among the candi-
date, active, and senior members of SVS, African Americans
and Hispanics are significantly under-represented relative
to the US population. Only 2% of SVS members are African
American, compared with 13.6% of the US population
according to the 2010 US Census.2 Similarly, only 3.8% of
the SVS membership is Hispanic, compared with 16.3% of
the US population.2 There is an apparent trend in the
Hispanic SVS members with the fewest (less than 1%) in
the senior member group, a small increase to 3.3% of the
active members, and a larger increase to 13.8% in the
candidate member group. This may represent an improve-
ment in the under-representation of Hispanics in the SVS
over time. A similar, but much less dramatic, trend is seen in
the African American SVS members with less than half a
percent in the senior member group, 2.2% in the active
group, and 2.9% in the candidate group.
Further evidence that we may see improvement in the
future exists in the lack of difference between vascular
surgery trainees in 2009 compared with medical students in
2010. While medical students still do not have representa-
tion of African Americans and Hispanics that is on par with
the US population, the medical student pool is the only
pool from which we can draw vascular surgery fellows and
consequently, SVS members. If the racial/ethnic distribu-
tion of vascular surgery trainees continues to mirror that of
medical students, we will eventually see this reflected in the
SVS membership. These findings mirror those of other
specialties. By focusing on issues of diversity and inclusion,
obstetrics and gynecology, otolaryngology, urology, neu-
rologic surgery, and ophthalmology have been able to
increase their proportions of African American residents
over the period of 1996-2004.15 rThe racial/ethnic distribution of the SVS Council and
oard is consistent with that of the senior leadership of the
idwestern Vascular Surgical Society (MWVSS). Over 30
ears of the MWVSS, 89.4% of all officers were white males
nd 94.2% of all senior leaders were white males.16 While
here is some representation of African Americans and
ispanics among the Committee members of the SVS, the
ouncils and Board members are overwhelmingly Cauca-
ian with a total of three Hispanic or African American
embers out of 367 members between 2004 and 2011. To
nsure that the trend of increasing diversity in vascular
urgery fellows continues, the SVS, as the largest and most
isible group representing vascular surgeons, must actively
ncourage and embrace racial/ethnic diversity among its
embers.
For any organizational endeavor to succeed, the com-
itment must be reflected in the senior leaders, the most
isible representatives of the organization. There is a clear
iscrepancy between the racial/ethnic distribution of the
ommittee membership and the Council and Board mem-
ers. Committee membership in the SVS is on a volunteer
asis and the racial/ethnic demographics of the committee
embers reflect that of the membership in general. Council
nd Board positions, however, are elected. Certainly, qual-
fications for a senior leadership position are more impor-
ant than a candidate’s race or ethnicity. However, it seems
nlikely that although qualified minorities make up 16% of
ommittee members, minorities are only qualified to make
p 5% of Council and Board members. To resolve this
iscrepancy, a change in attitude of the entire membership
s required, which starts from the leadership. As both the
ullivan Commission and the Institute of Medicine
trongly emphasize, leaders must “set the tone for how
iversity objectives will be met, and hold all members of the
ommunity accountable for achievement of these goals.”
All of the data obtained in this study, whether through
he SVS or the AAMC, were obtained through surveys. In
ny survey type of study, the ideal response rate is 100%.
he average response rate for any SVS survey is 20%.
ence, a 53% response rate is significantly higher than the
esponse rate for the average SVS survey. However, for any
esponse rate 100%, we would like to have some reassur-
nce that there is no responder bias and that the responders
re representative of the entire group. The survey sent by
he SVS states that purpose of the survey is to ensure that all
egments of the membership are represented in leadership
ositions. If a responder bias exists, this statement should
ncourage minority populations to respond to the survey,
esulting in relatively improved response rates from minor-
ty members. In this case, the percentage of minorities in
he SVS survey would possibly be artificially elevated rela-
ive to Caucasians.
Another weakness of this study is that the survey struc-
ure was not consistent across all of the surveys. The SVS
urvey requires participants to categorize themselves into
nly one racial/ethnic group. The AAMC and the US
ensus both allow participants to choose more than oneacial/ethnic group. Because of this, some racial/ethnic
11
1
1
1
1
1
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Census compared with the SVS. As a result, comparing
results between the surveys may not be entirely valid.
However, the statistical significance of the differences is so
great that the differences would likely persist even if minor-
ity groups are somewhat over-represented in AAMC and
US census surveys.
To reinforce its commitment to diversity, the SVS
Board has approved adding a statement regarding the
promotion of diversity and inclusion to the mission state-
ment. The SVS has a diversity and inclusion committee that
focuses on education and awareness of diversity as well as
recruitment of minorities through medical student and
resident programming as well as a session on diversity at the
Vascular Annual meeting. The SVS Diversity and Inclusion
committee will offer scholarships to the Vascular Annual
Meeting for minority students and residents starting in
2012. Members of the Diversity and Inclusion Committee
also travel around the country attending meetings targeting
minority students and residents to educate and promote
vascular surgery to these groups. We suggest that regional
vascular societies also consider formation of diversity and
inclusion committees to implement similar programming
at the regional level. Similar recommendations have been
made previously by other authors.16
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